Two patients are described who suffered weever fish stings and presented to an accident and emergency department. The characteristic symptoms and treatment are described. (3Accid Emerg Med 1996;13:139-141) 
| l I _ S21:''':~~~U Fgr 311aroriue.Nt th mutplct of stands. and 3) and Z-plasty fashioned over the dorsal skin in anticipation of constrictive scarring (fig 4) . The toe healed uneventfully. CASE 2 A three month old boy was referred with a two day history of irritability and swollen right second toe. A subcutaneous hair thread tourniquet was found and removed. Congestion subsided over the next few days. The toe healed well with conservative wound care.
Discussion
There have been 67 previous reports of "hair thread tourniquet syndrome" involving fingers, toes, and the external genitalia.' 2 The mechanism of injury is the impairment of lymphatic drainage by the constricting hair or thread. Strangulation becomes established with obstruction to the venous outflow and the arterial inflow. The tourniquet of hair or thread eventually cuts through the oedematous skin and becomes embedded deep in the subcutaneous tissue. Skin epithelialisation can occur to completely bury the tourniquet. The swollen, discoloured and cool appendage eventually undergoes necrosis and may autoamputate.
Prompt and complete removal of all constricting material is essential. Surgical exploration must be considered mandatory if doubt A 48 year old woman presented to our A&E department seven days after sustaining a weever fish sting when wading out to sea while on holiday in Portugal. She immediately complained of excruciating pain which she described as "a twisting knife", after which the foot became swollen and red. The local beach attendant felt it important to squeeze the venom from the wound and to make it bleed. He then sprayed an unknown cold substance on the foot but this made the pain much worse. After a couple of hours the severe pain subsided but an irritation persisted, especially on weight bearing. On examination the wound, although tender to palpation, had healed well, so the patient was reassured and discharged. Telephone follow up revealed that the foot irritation and mild discomfort on weight bearing persisted for three weeks. There is a case report of a six week pregnant woman who developed vaginal bleeding immediately after a weever fish envenomation and three weeks later spontaneously aborted the fetus. 8 Management of a weever fish sting should be to immerse the affected limb or wound promptly in hot water (approximately 40°C or as hot as can be tolerated) for about 20 minutes, though care should be taken to avoid scalding. If immersion is not possible, hot soaks or a poultice should be applied.7 This will dramatically ease the pain within a few minutes, as the toxin is thermolabile. Cold application worsens the pain.9 Usually, simple analgesics will relieve residual pain but on occasions opiate analgesia may be required. Injection of local anaesthetic, either by infiltration or by regional nerve block, may also be considered. Intravenous calcium gluconate has been found to be effective in relieving pain in a case where intravenous narcotics failed.'0 Local wound toilet, debridement, and tetanus prophylaxis are provided as necessary. The spines only rarely embed in the tissue. 2 7 Infection is rare but antibiotics will be necessary if local infection develops, and can be considered for prophylaxis in the immunocompromised patient. Antihistamines may relieve the local inflammatory response. Otherwise treatment is supportive. Occasionally, envenomation will be accompanied by an allergic reaction and treatment for anaphylaxis will be necessary.'0 Prevention is primarily by avoidance, wearing sufficient protective footwear, and never handling weever fish." I wish to thank Mr Gordon Howes for his advice and his drawing of the lesser weever fish. Kaposi's sarcoma in AIDS patients.4 5 Those who work in primary care or in accident and emergency medicine need to consider these uncommon tumours in the differential diagnosis of any soft tissue mass, as they are highly malignant and can simulate a benign process, especially in the young.

Lumps
Case report KW, an 18 year old Chinese student, attended an accident and emergency (A&E) department complaining of a painless 2 cm x 2 cm lump on the medial aspect of his left thigh for three weeks. The patient was reassured that it was a benign lump. Seven months later he presented to another A&E department complaining of a marked increase in size of the lump over the previous few days, associated with pain. On examination there was a 14 cm X 6 cm swelling on the medial aspect of his left thigh. It was tender to touch and fixed to the muscle with overlying skin changes. The patient was going to Hong Kong for two months and he refused admission. He was advised to seek urgent medical attention while in Hong Kong.
On return two months later he attended surgical outpatients. He was noted to have an 18 cm X 6i5 cm hard craggy mass on the
